Background: Epidemiologic information on time trends of Adverse Drug Reactions (ADR) and ADR-related hospitalizations is scarce. Over time, pharmacotherapy has become increasingly complex. Because of raised awareness of ADR, a decrease in ADR might be expected. The aim of this study was to determine trends in ADR-related hospitalizations in the older Dutch population.
Introduction
Medication use among older persons has grown over the last decades. [1] Pharmacotherapy has become increasingly complex [2] due to growing knowledge about disease pathophysiology, discovery of new drug therapies over time, and secondary preventive therapies, usually laid down in guidelines or protocols. [3] In 2007, persons aged $65 years constituted 14.4% of the Dutch population, whereas 44% of all drug prescriptions was for this age-group. [4] This is not surprising, as older persons in general have the highest prevalence of chronic and multiple (comorbid) diseases. However, benefits of medication use are always accompanied by potential harm. Even when medication is prescribed in the recommended doses according to the guidelines, [3] Adverse Drug Reactions (ADR) can occur. The frequency of ADR increases with increasing age. [5] [6] [7] [8] 9] Older adults are at increased risk of developing an ADR [10] due to their social setting [11, 12] , polypharmacy [3, [11] [12] [13] [14] [15] , co-morbidity [16] , cognitive impairment [12, 15] , and physiological changes affecting the pharmacokinetics and pharmacodynamics of many drugs. [2, 11, 17, 18] Recent studies have shown that ADR-related hospital admissions are increasing, [8, 19] and account for approximately 5-12% of all hospital admissions in older patients [6, 7, 9, 11, 14, 20, 21] with a high in-hospital mortality rate of 8-10%. [9] Furthermore, ADRrelated hospital admissions appear to be preventable in two fifth of cases. [11, 13, 20] All in all, ADR in the older population form a large public healthcare problem, resulting in significant morbidity, healthcare consumption and high costs. Because of ageing societies [22] and an increasing life expectancy [23] , ADR might be expected to become even a more serious public health problem.
Since multiple studies on ADR-related hospital admissions in older persons and their possible preventability have been performed, awareness on ADR has increased. [24, 25] We were interested in time trends of ADR-related hospitalizations, and especially whether the increased awareness about ADR has led to an actual decline of ADR-related hospitalizations. However, there is a paucity of data on time trends in healthcare use due to ADR. [26] Therefore, the aim of this study was to provide accurate data on trends in ADR-related hospitalization in older patients over the last decades.
Methods
Data on ADR-related hospital admissions were retrieved from Statistics Netherlands (CBS, The Hague, The Netherlands), which combines information of the National Medical Registration (LMR) and the National Hospital Discharge Registry. [27] The LMR collects hospital data of nearly all hospitals in the Netherlands. Data regarding hospital admissions, primary admission diagnosis (i.e., the most dominant reason for admission), gender and age are stored in this database. Data on hospital admissions, mortality, and population composition were verified with the official Birthregistry. The Birth-registry is used to identify individual patients in the National Medical Registration. Based on specific personal characteristics, such as date of birth, gender, and address it is possible to determine individual patients. A uniform classification and coding system by the LMR is used for all hospitals and has a high coverage (less than 5% missing between 1981-2005, 12.0% in 2007). The coding system did not change during the study period. Extrapolation to full national coverage for each year was done by Statistics Netherlands. An extrapolation factor was estimated by comparing the adherence population of the participating hospitals with the total Dutch population in each year of the study. [28] Demographic data were also collected from Statistics Netherlands. The mid-year population number was used as denominator in this study.
ADR were defined as: ''Medicinal and Biological substances causing adverse effects in therapeutic use'', using the International Classification for Diseases, 9 th revision (ICD-9), code E930 -E949 (Table 1) throughout the study period. The E-codes of the ICD-9 classification are used to describe the external cause of injuries. Drug-classes used in this study were based on the ICD-9 codes (E930-E949). Official coding clerks register the diagnosis and injury mechanism of all hospital admissions, based on data obtained from medical records. For this study, hospital admissions in older patients with ADR as the primary admission diagnosis were collected over the period . Older persons were defined as persons aged $60 years. Numbers of ADR-related hospital admissions were specified for age and gender. Age-specific incidence rates, in 5-year age-groups, were calculated using the number of the ADR-related hospital admissions in that specific age-group, divided by the total mid-year population number within that specific age-group. The age-specific incidence rates were separated for both genders, and expressed per 10,000 persons of that specific age-group. Direct standardization, based on the mean population size per 5-year age-group throughout the study period, was used to calculate the overall age-adjusted incidence in males and females. Growth in the number of hospital admissions was calculated in percentual increases compared to the year 1981. This model has been used in a previous study. [29] 
Statistical analysis
To model the trend in hospital admissions, a regression model with Poisson error and log link was built with log mid-year 
Results
During the 26 years of observation a total of 361,760 ADRrelated hospitalizations were identified in the Netherlands (Table 2) The overall annual growth of the incidence rate in the Dutch population over 60 years, corrected for age and population size was 1.78% (95% CI: 1.70-1.86) for males versus 1.47% (95% CI:
1.40-1.54) for females throughout the study period. A more detailed examination of the incidence curve of ADR (joint point regression analysis) revealed that the incidence growth has changed over time and can be divided in two phases: the incidence of hospital admissions due to an ADR increased strongly between 1981-1996 (2.56%, CI 95%: 2.46-2.67) and the percentage annual change slowed down between 1997-2007 (0.65%; CI 95%, 0.52-0.78). This flattening of the growth rate remained significant after correction for age and population size for both genders. Comparing 1986 Comparing -1996 Comparing and 1997 Comparing -2007 , the annual growth rate decreased from 2.80% (95% CI: 2.63-2.96) to 0.38% (95% CI: 0.18-0.59) in males and from 1.86% (95% CI: 1.73-2.00) to 0.90% (95% CI: 0.72-1.08) in females respectively (p,0.001 for differences in slopes in both males and females).
Gender and age-specific incidence rates of ADR-related hospital admissions increased in all age-groups, both for males and females throughout the study period. All age-specific groups for both genders showed an increase in incidence of ADR-related 
Discussion
This study shows that both the absolute numbers and the incidence rates of ADR-related hospitalizations in persons aged $60 years in the Netherlands increased strongly between 1981 and 2007. Although a slow down of the curve occurred in 1997, the incidence rates since then are still increasing, albeit at a less rapid rate. Of all ADR-related admissions, two-thirds were in the age-group of 60 years and older. The increase occurred in both males and females, although it was more pronounced in males and in the higher age-groups. Drugs classes leading to ADR-related hospitalizations shifted throughout the study period.
Our data represent an important first step in secular trend analysis of ADR-related admissions in developed countries. As far as we are aware from the literature, this study is the first to show a deceleration in the increasing incidence rates of ADR-related hospital admissions. Several factors may have contributed to this finding. The deceleration in growth of ADR-related hospital admissions started in the mid-nineties, after the introduction and widespread use of personal computers and software, with prescribing applications for doctors and pharmacists, which warns for possible drug interactions and errors. [31, 32, 33] Furthermore, due to professional publications and increasing media coverage, since the mid-nineties awareness about ADR among both professionals and the general public may have increased. [24, 25] Also standardized protocols and prescribing guidelines may have contributed to this trend. [3] Other studies did not show the decline in ADR-related hospitalizations, maybe due to their shorter study period [8] or ending in 2002, before flattening of the incidence rates of ADR-related hospital admissions had taken its full effect. [19] Theoretically the slowdown in ADR-related hospitalizations might also be (partly) caused by changes in admission policy at the Emergency Departments. However, a survey among Emergency Departments in the Netherlands [34] showed that the proportion of patients presenting with an ADR, followed by subsequent hospital admission, remained stable at 72% in the Netherlands between 1998 and 2008.
A major strength of this study was the availability of very accurate in-hospital data over an extensive period of 26 years (1981-2007) with almost complete national coverage. Absolute numbers of ADR-related hospital admissions in the Netherlands Table 3 . Age-specific incidence rates of Adverse Drug Reactions related admissions per 10,000 persons in the Netherlands. were recorded in a computerized database, with the same coding system (ICD-9) throughout the study period. This allowed us to gather reliable population-based data for our trend analysis. However, the data are only accurate within the limitations of the coding system, which is likely to be dependent on the accuracy of the data in the medical records and the recognition of ADR in the first instance by the patient's physician writing the record. A number of limitations may have affected the interpretation of our findings. First of all, diagnosis codes were taken from a linked administrative database, which may be prone to coding errors and variation. [35] However, a recent quality survey showed a high accuracy of coded injury data (correctly coded in 91% of cases and in 9% incomplete). [36] This provides support for the validity of our data on ADR-related hospital admissions as extracted from the LMR database, and is comparable to the registration in New Zealand (period 1996-98). [37] A second but unsolved limitation, however, is that the database does not contain information regarding specific drug(s), medication compliance, number of medications, co-morbidities, and clinical details of the ADR. Therefore, it was not possible in this study to draw conclusions regarding ADR details for specific drugs and certain high risk groups, for example patients with polypharmacy. Also, the database does not contain definitions of the ADR according to the Naranjo [38] or other algorithms, so a distinction between definite, probable, or possible ADR can not be made.
Third, we should take into account that underregistration of ADR might have occurred, since ADR recognition is very complex, especially in older adults, therefore ADR are not always noticed by medical personnel. [39, 40] For example, in older persons, falls and delirium caused by drug-use are still underrecognized as an ADR in current medical practice. For this reason, it is likely that the actual societal impact of all ADR-related morbidity, both mild and serious, exceeds the burden described in our study. [7] Fourth, this study is based on the national situation in the Netherlands, with a full healthcare insurance coverage system and may be not representative for other countries. However, comparable increasing time trends were found in England [8] and Australia [19] . It therefore seems likely that the incidence of hospital admissions due to ADR will progress similarly in other developed countries.
In summary, drug prescription is a fundamental part of the care of older persons. Adverse drug reactions are a known drawback of medication use and represent an increasing public health problem, especially among older persons. [10] Changes in demographics alone cannot explain the increasing frequency of ADR and ADRrelated healthcare demand in an ageing society. Although we found an encouraging decleration in the increasing trend of ADRrelated hospitalizations around 1997, the incidence rates continued to increase from 1997 onwards, therefore our attention to this problem remains needed. Since ADR-related admissions have been shown to be preventable in two-fifth of the cases, [11, 13, 20] much is to be gained by further increasing the awareness among healthcare professionals that symptoms in older patients may be related to their drug use and by improving the ADR detection by the use of an ADR Risk score in daily practice. [41] 
